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Outcomes and Evidence-Based Medicine 
We are in the midst of an 
outcomes movement in 
medicine. The outcomes 
movement values statistical 
probability over all other 
forms of 
The purpose of the outcomes move­
ment is to purge intuition, unsystem­
atic clinical experience, and physio­
logic rationale and establish evidence-
result in better medical prac­
tice. Outcomes also include 
efficacy and effectiveness. 
The purpose of the outcomes 
move-
based medicine (EBM). 
k n o w l ­
edge. It 
c l a i m s  
that the 
p h y s i -
cian's ex­
perience contributes little to 
medical knowledge. The 
outcomes movement states 
that probability studies are 
the best evidence of what 
works in medicine and that 
direct application of research 
by individual physicians will 
m e n t 
is to 
p u r g e  
i n t u ­
i t i o n ,  
unsys­
tematic clinical experience, 
and physiologic rationale 
and establish evidence-based 
medicine (EBM). EBM is 
derived from the outcomes 
movement, approaching 
clinical medicine through the 
application of probability. 
EBM follows these steps: 
• The physician defines 
clinical problems reflect­
ing the research litera­
ture. 
• The physician searches 
the literature for the best 
research on the problem 
defined and appraises it. 
• The physician deter­
mines the applicability of 
the best evidence to an 
individual patient. 
Tannenbaum SJ. Evidence 
or Expertise: The Challenge 
of the Outcomes Movement 
to Medical Professionalism. 
Academic Medicine. 1999; 
74:757-763. 
Objective Structured Assessment of Technical Skills 
(OSATS) 
Methods used to assess 
technical skill must be reli­
able and valid. Faculty 
should not rely mainly on 
the subjective rating of a 
preceptor. Martin et al re­
port that the use of an ani-
mal model employing live 
pigs and the use of bench 
model simulations of surgi­
cal tasks are equivalent as 
test formats. Tasks selected 
for a six station live animal 
model included excision of 
a skin lesion, hand-sewn 
bowel anastomosis, stapled 
bowel anastomosis, T- tube 
insertion, abdominal wall 
closure, and control of infe­
rior vena cava hemorrhage. 
Bench models simulating 
the procedures were con 
(OSATS cont'd pg.2) 
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Hospitals and Medical Education in End-of-Life Care 
Increasing attention is now being 
focused on palliative care in the 
hospice and home setting. How­
ever, about 50% of deaths occur in 
the acute care hospital. The hospi­
tal also is the site of death for the 
homeless, other financially com­
promised individuals, and the so­
cially compromised elderly. At 
the 1997 National Conference on 
Medical Education for Care Near 
the End of Life, it was concluded 
that the hospital provides an oppor­
tunity for students and residents to 
gam needed experience in disease 
recognition and management along 
with attitudes, knowledge and 
skills to provide end-of-life care. 
Among the recommendations de­
rived from the conference were: 
End-of-life-care should be inte­
grated into all facets of medical 
education. 
Faculty should support the con­
cept that dying is a normal part 
of the life cycle and convey that 
it is a privilege to attend pa­
tients and families during this 
difficult time. 
Attention should be given to 
physical, psychological, and 
spiritual symptoms including 
an awareness of cultural back­
grounds and the use of commu­
nication skills, bioethical prin­
ciples that maintain the pa­
tient's autonomy, and physi­
cian's professionalism. 
Physicians should advocate the 
importance of the interdisci­
plinary team to meet diverse 
medical, social, psychological 
and existential issues of the 
patient and family. 
Weissman DE et al. Recommen­
dations for Incorporating Palliative 
Care Education into the Acute Care 
Hospital Setting. Academic 
Medicine. 1999; 74: 871-879 
Coming Era of Rapid Change in Medical Education 
Exponential change in medical ed­
ucation is forecasted over the next 
20 years in a commentary by Ken­
neth V. Iserson, Director of 
Bioethics and Professor of Surgery 
at the University of Arizona. 
Computer simulations that exactly 
mimic patient and tissue response 
will be available as will the ability 
to prove that medical students are 
competent in basic clinical proce­
dures. Residents also will be able 
to practice advanced clinical tech­
niques before performing them on 
patients. Simulations will guaran­
tee trainees' experiences and that 
they leam while decreasing patient 
danger and discomfort. Activities 
like OSCE's (objective structured 
clinical examination) will become 
individualized and rigorous, allow­
ing those who achieve competency 
fast to progress more rapidly 
through medical school and resi­
dency. According to Iserson, li­
censure and board certification will 
be based on proven competency 
rather than the amount of time 
spent in a program. 
Iserson KV. Simulating Our Fu­
ture: Real Changes in Medical Ed­
ucation. Academic Medicine. 
1999; 752-754. 
OSATS (cont'd) 
A detailed task-specific check-list, 
7 item global rating scale, and pass/ 
fail scoring system was used. Sur­
gical assistants consisting of surgi­
cal nurses or clinical clerks were 
provided for each procedure except 
for the excision of the skin lesion. 
The results of the live animal and 
bench model format were com­
pared and found to be equivalent. 
This objective structured assess­
ment of technical skills (OSATS) is 
an outcome measure of technical 
skills in surgical trainees but it is 
not designed to be a predictor of 
surgical skill for residents before 
entering training. 
Martin JA, et al. Objective Struc­
tured Assessment of Technical 
Skills (OSATS) for Surgical Resi­
dents. British Journal of Surgery. 
1997;84:273-278 
2 
Women in Medical Schools and Residencies 
Between 1922 and 1999 the pro­
portion of women in U.S. medi­
cal schools rose from about 6% 
(the unofficially adhered to 
quota) to 42%. Even in 1972 
fewer than 10% of medical 
school enrollees were women. 
In 1998 Yale, Harvard, Johns 
Hopkins, and the University of 
California at San Francisco 
medical schools had graduating 
classes that started with more 
than 50% women. 
Many medical schools offer ma­
ternity leave while a few male 
residents take paternity leave. 
While more than a third of 
women physicians in a 1999 
Yale University study of 863 
living graduates between 1922 
and 1999 had children while in 
residency, as many as 14.2% had 
children during or before medi­
cal school. This is in sharp con­
trast to the period between 1922 
and 1949 when no Yale medical 
female student had a child during 
or before medical school and 
only six had children during resi­
dency. 
The study recommends that 
medical schools and residencies 
need to address this phenomenon 
by providing child care facilities, 
flexible time during medical 
training (five-year programs), 
paternal leave, spreading a single 
year of a residency over two 
years, and not penalizing faculty 
who are parents (male or fe­
male). 
Potee RA. Medicine and Moth­
erhood: Shifting Trends Among 
Female Physicians from 1922 to 
1999. Academic Medicine. 
1999; 74:911-919. 
Premedical Syndrome and the Plight of a Liberal Arts Education 
Brieger concludes that the fu­
ture of medicine is in good 
hands when discussing premedi­
cal students and the "premedical 
syndrome". He defines the pre­
medical syndrome as being a set 
of undesir­
able at-
achievers, excessively competi­
tive, cynical, dehumanized, 
overspecialized, and narrow. 
However, he still concludes that 
they will learn about medicine in 
spite of faculty not 
Brieger concludes that the pre- because of them. 
tributes that medical coUe8e education should medical fac-
have been be a SoIden °PPortunity for learn- uMes get mimmum 
. , , ine and enjoving that experience, . c 
widely per- tj,at patients will suffer reQUiremen s r 
ceived to if joy goes out of the learning medical school ad-
characterize 0fmedicine. mission, they have 
but not taken leader-some 
not all students whose goal is to 
gain admission to medical 
school. It is a pejorative term, 
he continues, implying that such 
premedical students are over-
ship roles in telling applicants 
that we really want them to have 
a liberal arts education. He con­
cludes that the premedical col­
lege education should be a 
golden opportunity for learning 
and enjoying that experience, 
cautioning that patients will suf­
fer if the joy goes out of the 
learning of medicine. 
Brieger GH. The Plight of Pre­
medical Education: Myths and 
Misperceptions - Part I: The 
"Premedical Syndrome". Aca­
demic Medicine. 1999;74:901-
904. 
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Improving In-Training Evaluation Programs 
Turnbull et al advocate that objective 
structured clinical examinations 
(OSCE) be a part of any system of 
in-training evaluation (ITE). The 
general principles for the formula­
tion of ITE include: 
• Reliability - reproducibility or 
consistency of results of an eval­
uation method. 
• Validity - the test measures 
what is intended to be measured; 
the closer the examination re­
sembles reality, the more valid it 
becomes. 
• Flexibility - the complete spec­
trum of clinical practice must be 
evaluated in multiple circum­
stances. 
• Comprehensiveness - all rele­
vant objectives must be assessed. 
• Feasibility - ITE must measure 
behaviors without additional ef­
fort, time, or money. 
• Timeliness - observation for 
evaluation must occur as close as 
possible to the behavior to assure 
accuracy of reporting and maxi­
mization of student learning. 
• Accountability - ITE must be 
accountable to the program, its 
objectives, and the community in 
which the resident works; the 
program must accept responsibil­
ity for their societal contract. 
• Relevance - ITE must be seen as 
important to both faculty and 
trainees; negative evaluation 
must lead to remediation and 
positive evaluations should lead 
to advancment. 
Tumbull J, et al. Improving In-
training Evaluation Programs. Jour­
nal of General Internal Medicine. 
1998;13:317-323. 
Welcome to the NSU/COM Medical Education Digest. We invite your suggestions and will ac-
cept a limited number of brief letters (50 words or less) sent in care of the editor. This Digest is «sSs!f 
also available on the internet at http://www.nova.edu/hpd/ostmed/meded/digest2.doc 
4 
